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A recertification health survey for compliance with

42 CFR Part 483, Subpart B, requirements for [T SMUH le
long term care facilities, was conducted from |
211814 through 2/20/14. Good Samaritan Society '
New Underwoad was found not in compliance
with the following requirements: F364, F368, and

F371. On 2/19/14 and 3/3/14 the Dietary : “r \
F 364 | 483.35(d){1)-(2) NUTRITIVE VALUE/APPEAR, F 364, Manager (DM) educated Cook A, ‘lx \“ \
$5=D | PALATABLE/PREFER TEMP the Evening Cook, and the part time %ISth‘mT‘
; AM cook; on the requirement thata
Each resident receives and the facility provides | | liquid with nutritive value needs to
food prepared by methods that conserve nutritive " be added to thin pureed foods
value, flavor, and appearance; and food thatis (altered textured diets).
' palatable, attractive, and at the proper :
: temperature. 5 |

i  The Registered Dietician reviewed :
: - . the attached procedure written by !
This REQUIREMENT is not met as evidenced . the DM which lists which foods are

by: ~ acceptable to be used for altering the
Surveyor. 32333 . texture of foods. Education will be
Based on observation, interview, and policy j given by the DM to all cooking staff
review, the provider failed to ensure a liquid with i before 3/19/14. A copy of the
nutritive value had been added to thin the pureed procedure will be posted in the

foods for two of two observed meal services
{supper and noon).
Findings inciude:

kitchen for reference, all new cooks |
will be educated on the procedure, ;
and a yearly in-service will be

1. Observation on 2/18/14 from 5:15 p.m. through conducted. The DM will audit the
6:35 p.m. of cook A while she pureed resident cooks to ensure they are using the
food for the supper meal service revealed she: ' recommended nutritional liquids

' *Put the corn into the blender. I when alternating textured foods

: *Retrieved tap water from the sink and placed it | monthly x 3 and Quarterly x 3.

into the microwave to heat it . Findings will be reported to the QA

. *Poured the heated tap water into the blender to | committee for further

thin the corn. i recommendationsk b{ W d\t’rﬂ&mﬂm!gu

(xei DATE
tatement endmg witian asterisk (*) denotes a deficiency which the institution may be gxgused from ¢ correci:n roviding. it id determhned that

2red provide sufficient protection to the patients. (See instructions.) Except for nursing horhes ‘them_:‘;dl L ed ;abuvé a{e dictlale 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abgye fi illd‘ljig§_ and plans df c&rrect on aldg distlosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an appi:‘oved "plan ol correction is requuste ﬁ continued
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F 364 | Continued From page 1 F 364 i
2. Observation and interview on 2/19/14 at 11:00 j
a.m. with cook A while she pureed the resident
food for the the noon meal service revealed she:

| “Put the peas into the blender.

| *Retrieved tap water from the sink and placed it
I into the microwave to heat it.

i *Poured the heated tap water into the blender to
. thin the peas.

| Interview with cook A at the time of the above i
' observation revealed she always used water to

i thin the vegetables unless they didn't need extra
! fluid to blend them.

' Lisa Eckstein and Katheryn Adams, Pocket

i Resource for Nutritional Assessment, 2013 Ed., ;

| Chicago, IL., 2013, pp. 103 and 106, revealed for !
a resident with dysphagia (problems with ;

: swallowing) can result in serious health f

| consequences as it can interfere with adequate

i nutrition and hydration. To minimize swallowing

" problems, and maximize nutrition, hydration, and

- quality of life for the resident, dietary

; modifications involve changes in food and/or i

i liquid texture to help compensate for loss of : i
function, to maintain appropriate nutritional and ;

i hydration status, and to reduce the risk of

: aspiration. These may include temperature

| changes and order of food/liquid presentation

» changes such as moistening and providing a

i cohesive bolus (to hold an amount together) by

: adding gravy or sauce.

| Review of the provider's August 2012 Texture

i Altered Diets policy revealed "Texture-altered

. diets will be served attractively and prepared by
; methods that conserve nutritive value, flavor and
' appearance.”
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F 368 : Continued From page 2 F 368
F 368 ! 483.35(f) FREQUENCY OF MEALS/SNACKS AT F 368 On 2/20/14, via daily ‘Nursing -X/ q«l“
Ss=E . BEDTIME Updates® Staff was instructed that KVISDD YI'ﬂF

| Each resident receives and the facility provides at
least three meals daily, at regular times

| comparable to normal mealtimes in the

: community.

! There must be no more than 14 hours between a
. substantial evening meal and breakfast the

i following day, except as provided below.

i The facility must offer snacks at bedtime daily.

When a nourishing snack is provided at bedtime,
; up to 16 hours may elapse between a substantial
" evening meal and breakfast the following day if a
_resident group agrees to this meal span, and a
. nourishing snack is served.

! This REQUIREMENT is not met as evidenced

| by

i Surveyor. 32333

i Based on interview and policy review, the

: provider failed to ensure a bedtime snack had
been offered to every resident every night

| Findings include:

|
: 1. Group interview held on 2/19/14 at 9:00 a.m.

| with eleven residents present revealed bedtime

i snacks had not been offered every night to every
resident.

Interview on 2/19/14 at 11:45 a.m. with certified |
_nursing assistant B revealed: i

' *He had worked both day and evening shifts.

. *Only one snack had been offered every day i

all Residents must be offered a HS
Snack every evening;
documentation must include
whether the Resident accepted or
refused a HS Snack or was asleep at
the time of snack pass. Starting on
2/20/14, daily documentation was
done by using a Resident report
sheet; on 2/27/14, a form/audit was
developed and explained to Nursing
i Staff. Addendum made to the

i procedure explaining, Residents will
not be wakened in order to offer
bedtime snacks; HS Snacks will be
documented as “Accepted, Refused,
Asleep” on every Resident daily on
the HS Snack Audit. All Nursing
Staff will be formally educated on
the provision and delivery of
bedtime snacks by 3/19/14.

DNS or Designee will audit weekly
to ensure all Residents are being
offered HS Snacks every evening
and verification of documentation as
to acceptance, refusal or asleep.

DNS or Designee will report
findings monthly x 3, quarterly x 3
to the QA Committee for further
recommendations.
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F 368 | Continued From page 3 F 368
| between 4:00 p.m. and 4:30 p.m. in the
i afternoon.
f *Bedtime snacks had not been offered. ;
- Interview on 2/1914 at 4:45 p.m. with the dietary ‘
' manager reveated they had a prepared snack i
i cart for bedtime snacks. i
| :
| Interview on 2/20/14 at 9:00 a.m. with the director i
| of nursing revealed bedtime snacks should have |
| been offered to every resident every night i
Review of the provider's August 2012 Frequency i
. of Meals and Snacks revealed "The center must :
: offer snacks at bedtime daily " 1'
F 371, 483.35(i) FOOD PROCURE, F 371, : I LH \
$$=D' STORE/PREPARE/SERVE - SANITARY . | 2 The walk-in cooler floor wi
receive a new cleanable surface in KHKI)I)DH‘Y
| The facility must - 2014. On 2/20/14 the maintenance | .
! (1} Procure food from sources approved or supervisor (MS) contacted the
' considered satisfactory by Federal, State or local | | centers environmental consultant to
: authorities; and i | discuss various flooring options for
. (2) Store, prepare, distribute and serve food | the walk-in cooler. A recommended
. under sanitary conditions : installer will here on 3/17/14 to
: review the project and give us a
quote for the flooring and.
k instailation. %
- This REQUIREMENT is not met as evidenced ¢ b. The floor under the dishwasher
' by: © was cleaned by the DM on 2/20/14.
- Surveyor. 32333 ' . Proper cleaning instructions were
+ Based on observation and interview, the provider given to the entire dictary
 failed to ensure: . department the week of 2/24-2/28 :
~*The walk-in cooler floor had remained free from 2014. Cleaning the floor underneath |
! a chipped and rusted surface. h d: hwasher has b dded f
“*The floor underneath the dishwasher was the dishwasher hias been added to |
. maintained in a clean and sanitary manner. the dietary aides daily shift cleaning
E and mopping checklist.
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F 371" Continued From page 4 F371;
*Chemicals had been stored away from clean
f g:f\?i?: és include: . Continued From page 4
1. Random observations from 2/18/14 through The cooks and DM wn_ll;hecﬁ the
 2/119/14 in the kitchen revealed: floor underneath the dishwasher
! *The walk-in cooler had a chipped and rusted before the .end of the dietary aide’s
 surface that created an uncleanable surface shift. Findings will be reported to
: (photo 3). the QA committee for further
i *The floor underneath the dishwasher had dirt recommendations¥ m e dlﬁa U
i and debris on it (photo 4).
: *The clean dish rack had two bottles of cleaner h 1 spray bottles were
“hung on it that included Oasis 146 :er;l;gi:d ;‘rn;:flathepclgan dish rack on
! multi-quaternary sanitizer and Pure bright 2/20/14. Education was given to the
. disinfectant bleach (photo 5). The clean dish rack | j Wl4. Lducation gth y
' had clean dishes on it including silverware, cups, . entire dietary department the wee
- mugs and pitchers, of 2/24-2/28 2014 explaining why :
i ‘ chemicals are to be stored away :
' Interview on 2/19/14 at 4:45 p.m. with the dietary | from clean dishes and food
. manager revealed she agreed: ; products. A sign was posted on the
. "The walk-in cooler floor needed to be refinished. . wire rack to remind staff that
*The floor under the dishwasher should have chemicals cannot be placed near
Peen cl_eaned dally. clean dishes. An annual review will
: *Chemicals should have been stored away from od with the di tafT
. the clean dishes. be conduct with the ietary s
i on proper chemical storage. The
’ DM will audit chemical storage in
; the kitchen monthly x 3 and
: quarterly x 3. Findings will be
| reported to the QA committee for
further recommendations% m 21
ARy ManAGLY. Ko\ OB e
:
| .
! H
: 1
i l ‘
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A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 2/19/14. Good
Samaritan Society - New Underwood was found

i not in compliance with 42 CFR 483.70 (a)

| requirements for Long Term Care Facilities.

The building will meet the requirements of the
: 2000 LSC for existing health care occupancies
- upon correction of deficiencies identified at K046, |
, K050, K064, K073, and K155 in conjunction with .
 the provider's commitment to continued '
' compliance with the fire safety standards.
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046
58=D'!

Emergency lighting of at least 1% hour duration is

This STANDARD is not met as evidenced by:

i Surveyor. 20031

: Based on observation, testing, and interview, the
. provider failed to ensure the emergency lighting
at the generator set and power transfer switch

i 1. Observation at 2:40 p.m. revealed a battery

‘ shed. Interview with the maintenance supervisor
- (MS) at the time of the observation revealed he |
! was not aware how to check those emergency I

provided in accordance with 7.9.  19.2.8.1. | The emergency lighting at the

| generator set and the power transfer
switch were tested on 2/20/14 and
were added to the monthly and
annual preventative maintenance
schedule, requiring lights be tested
for 30 minutes monthly and 90
minutes annually. Testing will be :
were tested monthly and annually. Findings ‘ performed by maintenance
include: ! . personnel, monitored by the

‘1 | administrator, reported and audited .
by the QA Coordinator monthly x 3 !

K 000 | INITIAL COMMENT | K 000 Ad no\ums nhitd WHT o agﬂmK
| P EOERTE ; Wdﬁf\mmmnmm HOW
Surveyor. 20031 adm\mmm[ wlm,m\

x4 it
CRv{Storm

1‘ pack emergency light located above the power and quarterly x 3.
! transfer switch for the generator in a shed next to
. the generator set. The generator set had two ] ‘ﬂh{ QA LDOTd\Mh)Y will ¢ ﬁ

' exterior lights for iflumination on the outside of the : 40 QA ORI \} (N ‘&bb{)}-\‘m]:
|

Bl

ORPRPVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE T‘;LE /(xsm E
] LS
. Mm.r‘.g Lol Fa 4 l{

other safegu provide sufficient protection to the patients. {See instructions.} Except for nursing hor,
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abq
days following the date these documents are made available to the facility. If deficiencies are cited, an
program participation.

esf he

statement en&mg \nh\h an asterisk (*) denotes a deficiency which the institution may be ¢ kCD drﬁ)m‘_hqrrectm ,prqudl it |.{ findd that

-above- ar&dlsclosable 890 days

v ﬂ\dmgs and plans of correction are ditlosable 14
appr yed an o{c rrect] n;s requis Jte 10 continued
? Fﬂ T ?Ua ¥ }
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K 048 ’ Continued From page 1
t lights. He stated he had never checked the
: battery back-up lights for the generator set or the
_transfer switch for the required 30 minutes
- monthly or the 90 minutes annually. The MS
: stated he had the emergency lights inside the
: facility on a preventive maintenance plan but not
| the generator lights.
K 050 NFPA 101 LIFE SAFETY CODE STANDARD
$S=B
; Fire drills are held at unexpected times under
g varying conditions, at least quarterly on each shift
- The staff is familiar with procedures and is aware
; that drills are part of established routine.
: Responsibility for planning and conducting drills is
1 assigned only to competent persons who are
i qualified to exercise leadership. Where drills are
~ conducted between 9 PM and 6 AM a coded
. announcement may be used instead of audible
{alarms.  19.7.1.2

i This STANDARD is not met as evidenced by:

i Surveyor. 20031

. Based on record review and interview, the

, provider failed to provide adequate details for four
f of fourteen fire drills conducted from July 2013

- through January 2014, Findings include:

| 1. Review of the past fourteen fire drills
: conducted from 7/17/13 through 1/30/14
revealed:
! *7/17i13 The fire drill report had the notation
spnnkler test". Interview with the maintenance
| supervisor (MS) at the time of the review revealed
! he had also used that sprinkler test as a fire drill.
. No information was provided to state where the
- anI was located, timing of the drill, staff response,

K 046

. K050

Fire drill reports wiill be completed
in full, including location, time, staff
response, if the drill was
satisfactory, and any training that
was conducted; before forwarding to
the administrator. Fire drill reports
will be reviewed in detail by the
administrator before signing and
audited by the QA Coordinator
monthly x 3 and quarterly x 3.

¥ OA (oodindior wil re

it

10 QA MITHON. v|gobor{me
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: Portable fire extmguashers are provided in all |
health care occupancies in accordance with
9741 19.3.5.6, NFPA 10

" This STANDARD is not met as evidenced by:

i Surveyor. 20031

! Based on observation and interview, the provider
" failed to perform monthly checks for fifteen of
fifteen fire extinguishers in accordance with NFPA
. 10. Monthly checks had not been performed in
: January 2014. Findings include:

. 1. Random observation from 4:30 p.m. to 2:30 I
. p.m. revealed all fifteen facility fire extinguishers !
' did not have monthly maintenance checks ‘
. performed in January. All extinguishers with the J

checks on all fire extinguishers
beginning with the March 2014
checks utilizing the monthly
preventative maintenance schedule
This schedule lists all fifteen fire
extinguishers per facility location.
i The preventative maintenance

i schedule along with each fire
extinguisher will be audited by the
QA Coordinator monthly x 3 and
quarterly x 3.

M QA Qovdingy Wil r@oﬁ
b A& MO (RIRE
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K 050 i Continued From page 2 : K 0502
{ and if the drill was satisfactory. f ;
« *1/1/14 - The fire drili report had no time and no ;
: location. i
i *1/3/14 - The fire drill report had no location.
| *1/30/14 - The fire drill report had no location.
. Continued review of the other fire drill reports
. revealed there was incomplete information about |
| staff response and training that was to have been !
. conducted after failed fire drills. 5 _
. Interview at 1:15 p.m. with the MS confirmed !
: those findings. He stated he reviewed the drills - |
- and signed the report forms. But he revealed he |
- was not aware the information on the fire drills |
. Was missing. ‘ -
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD . K064: Maintenance personnel will be X M\\\\L}-
S5=C: | - conducting monthly maintenance LV-\JIW\MF
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K 064 l Continued From page 3 K 064
- exception of the two in the kitchen had been !
; checked in February. The two in the kitchen did :
. not have the monthly February check. Interview | i
| with the maintenance supervisor at the time of the : i
' observations confirmed those findings. He stated :
 the commercial inspection had been done in :
, December 2013 and the company was a month '
" early. He had thought he did not have to check
for January, as the company was actuaily !
. supposed to come in January. He indicated he |
. had apparently forgotten the extinguishers in the :
. kitchen. He further revealed he did have a list of i
I all extinguishers in his preventative maintenance I
! plan. But, he stated he had used his memory ’
} when he completed his checks in February. :
K 073 : NFPA 101 LIFE SAFETY CODE STANDARD l K073 ;
8S=D| { - :
. No furnishings or decorations of highly flammable ° On 2/19/14 all combustible X \\\l l\-
' character are used. 19.7.5.2,19.7.5.3, 19.7.54 materials (blue paper) were Lwlgl)lj)}\\mp
! j removed from the activity
i room door. On 2/20/14 all
T . . | other egress doors
; This STANDARD is not met as evidenced by: i throughout the facility were
: Surveyor. 20031 ! dited to ensure that
Based on observation and interview, the provider | audi . a1
i failed to prohibit the display of combustible - combustible materials were
i materials on one of one doors to the activity not adhered to them. All
. room. The inside of that door was completely staff members will be
' covered with blue paper. Findings include: informed by 3/19/14 that
: adhering combustible
i 1. Observation at 2:00 p.m. revealed the inside of materials to egress doors is :
th'e activity room door was completely covered prohibited. The QA |
| wt;th blu? pape:tr'.] ltnhtervieyvtat the time of the Coordinator will add the |
i observation with the maintenance supervisor : :
| confirmed that finding. He stated he was not Cgress door audit to !]er
| aware that door was covered with paper. He Joutine mqnthly aUdlts-"
! revealed the activity person was new and may not ‘xmt &A U] Td\ﬂﬂ’TUY \M \ T(POH
 know the door could not be covered with | 10 QA h\\| (w\@'\){)ﬂlm‘:
; i :
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- decorations. ‘
K 155 - NFPA 101 LIFE SAFETY CODE STANDARD K 155 _\[ M“hq
§8=D :
Where a required fire alarm system is out of (b l&m}\ﬂm&;
% service for_ more _thar_1 4 hO.U!‘lS in_a 247h0ur period, In the event of a breakdown of the |
| the authority having jurisdiction is notified, and the ther
| building is evacuated or an approved fire watch is fire alarm system or any o
provi i here the integrity of the
provided for all parties left unprotected by the situation where cEnty
' shutdown until the fire alarm system has been fire suppression or notification
i returned to service. 9.6.1.8 equipment is out of service; the fire
} watch procedure, forms, and
| documentation will be reviewed
with all staff on duty at the time of
L , , the malfunction by the
This STANDARD is not met as evidenced by: administrator, maintenance
’ Surveyor. 20031 . . supervisor, and/or the director of
: Based on record review, policy review, and . tinuing with all staff on
: interview, the provider's fire alarm panel had been nursing, CONLnuing .
' shut down from 12/30/13 through 1/3/14. The | subsequent shifts. Education on fire
' provider did not adequately complete the one watch procedures, forms, and
- hour fire watches as indicated in their policy and documentation will be provided
i as documented on their fire watch forms. during monthly fire drills on all
| Findings include: shifts. The maintenance supervisor
: will audit fire watch rounds and .
: 1. Record review revealed two documents had documentation daily while the |
g‘z‘:?t;a(xgg }:c; tq.ﬁ O‘\Ssc;utt‘:g)gggta [;er:_rrt]r;;?;te%f facility is on an active fire watch. |
= . uments i . . !
“the DOH when the provider's fire alarm panel was &Thl @A (D[I)\Y)g\l\ﬂa’ﬂ)l’ Wm rt?oﬁy
laced out of service, and when the fire alarm | ; 1
ganel was placed back into service. Additional ‘ | ’W QA‘ mD \l L\NFDMH\W‘F
documents were the hourly fire watches that had | ;
been placed into effect. Review of the daily fire
watches revealed:
| ¥12/31/13 - No watch was conducted for 4:00
L p-m.
- *1/1/14 - No watch was conducted for 7:00 a.m. |
i *1/2/14 - No watch was conducted for 5:00 a.m., |
' 6:00a.m., 7:00a.m., 1:00 p.m., 2:00 p.m., and 1
@ |
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K 155 Continued From page 5 K 155!
!
3:00 p.m. .

} Interview at the time of the record review with the
' maintenance supervisor (MS) revealed he was

- not aware staff had not completed the hourly fire
' watches. The MS stated he was aware the fire

| watches must be completed hourly as required

. per code and per the provider's policy.

§
i
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Surveyor. 28057

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requnrements for
nursing facilities, was conducted from 2/18/14

- through 2/20/14. Good Samaritan Society New
. Underwood was found in compliance.
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